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ABSTRACT
Acute inflammatory edema is a noninfectious inflammatory condition of the skin that is commonly seen in critically ill patients. It
is characterized by edematous, erythematous, and nontender plaques involving the abdomen and thighs, sparing areas of the
skin subject to pressure. Risk factors include fluid overload, hypoalbuminemia, and obesity. Differentiating acute inflammatory
edema from cellulitis can be challenging. Supportive care is the mainstay therapy for acute inflammatory edema, with interven-
tions primarily focused on lowering the fluid burden. We report an unusual case of a nonobese patient in the outpatient setting
with acute inflammatory edema.
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A
cute inflammatory edema, also known as
“erythema of edema” and “inflammatory edema
of the intensive care unit,” is a noninfectious
inflammation of the dermal layer of the skin.1 It

is commonly seen in critically ill patients, particularly in
patients admitted to the intensive care unit. We report an
unusual case of acute inflammatory edema in a nonobese
patient in the outpatient setting.

CASE PRESENTATION
An 89-year-old white woman with a body mass index of

18.4 kg/m2 presented to our dermatology clinic for evalu-
ation of bilateral lower leg erythema and edema. She noticed
the swelling and erythema 2 weeks earlier. Past medical his-
tory included chronic atrial fibrillation, congestive heart fail-
ure, and previous episodes of lower-extremity edema. She
reported a 20-pound weight gain in 2 weeks. Physical exam-
ination revealed 2þ pitting edema on bilateral lower legs
extending from the ankles to mid-thighs. The right leg was
brightly erythematous with well-demarcated areas of sparing
medially and subtle peau d’orange changes (Figure 1a).
Several erythematous patches were observed on the left shin.
A punch biopsy showed mild spongiosis and acanthosis of

the epidermis; a perivascular and interstitial infiltrate of lym-
phocytes and histocytes with prominent dermal edema was
noted. Tissue culture was negative. Scleral icterus was noted
and liver function tests were elevated. She was started on
spironolactone for her cardiogenic cirrhosis. Then, a trans-
catheter aortic valve replacement was performed for her
underlying heart failure. Three months after initial presenta-
tion, the patient reported full resolution of redness and swel-
ling of her legs (Figure 1b). Based on the presentation and
findings, a clinical diagnosis of acute inflammatory edema
was made.

DISCUSSION
Acute inflammatory edema commonly presents as bilat-

eral, edematous, and erythematous plaques mainly involving
the thighs and abdomen and less commonly the flanks, but-
tocks, and arms.2 It notably spares areas of the body where
there is pressure on the skin, particularly skin folds. While
the pathogenesis is not fully elucidated, acute inflammatory
edema is theorized to be brought about by volume overload
and impaired lymphatic drainage. This leads to the
amassment of dermal edema, causing microtrauma to the
connective tissue and influx of inflammatory cells.1

Corresponding author: Mojahed Mohammad K. Shalabi, BS, 3500 Gaston Avenue, Dallas, TX 75246 (e-mail: shalabimojahed@exchange.tamu.edu)
The authors report no conflicts of interest. The patient has given permission to publish this case.
Received July 10, 2021; Revised August 23, 2021; Accepted August 26, 2021.

January 2022 91

PROC (BAYL UNIV MED CENT)
2022;35(1):91–92
Copyright # 2021 Baylor University Medical Center
https://doi.org/10.1080/08998280.2021.1974271

http://orcid.org/0000-0003-4860-9213
https://doi.org/10.1080/08998280.2021.1974271
http://www.tandfonline.com


This disease has a predilection for patients who have a high
body mass index, are fluid overloaded, and are typically in

the intensive care unit.1 In the study of Marchionne et al,
87% of patients had a body mass index �25 kg/m2. Further,
93% of the patients had clinical signs of fluid overload, and
80% of the patients were in an intensive care unit setting.
Acute inflammatory edema is mainly a clinical diagnosis;
however, biopsy and culture can be performed to rule out
cellulitis and other causes of pseudocellulitis.1,3 Reassurance
and supportive care, along with encouraging mobility, use of
compression, repositioning, and improving the patient’s fluid
status (e.g., diuretics) are therapy options.2 If misdiagnosed
as cellulitis, antibiotics should be discontinued.1,3

ORCID
Nicole N. Dacy http://orcid.org/0000-0003-4860-9213

1. Marchionne EM, McCalmont TH, Pincus LB, LeBoit PE, Fox LP.
Acute inflammatory edema: a mimicker of cellulitis in critically ill
patients. J Am Acad Dermatol. 2019;81(4):931–936. doi:10.1016/j.
jaad.2019.05.083.

2. Heymann WR. Acute inflammatory edema: a swell concept. J Am
Acad Dermatol. 2019;81(4):906–907. doi:10.1016/j.jaad.2019.07.096.

3. Garcia BM, Cruz-Diaz C, Agnihothri R, Shinkai K. Distinguishing
cellulitis from its noninfectious mimics: approach to the red leg.
Infect Dis Clin North Am. 2021;35(1):61–79. doi:10.1016/j.idc.
2020.10.001.

Figure 1. (a) The erythematous and edematous nature of the patient’s right
leg, with the left leg being remarkably less erythematous. (b) Resolution
1 month after transcatheter aortic valve replacement procedure and 3 months
from initial visit.
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